Recovery from psychosis has been approached and defined in various ways. Pilgrim (2008) outlined three broad approaches: (1) recovery in the context of a biomedical, illness-based model with a focus on symptom reduction; (2) recovery from impairment, which focuses on outcomes of successful rehabilitation; and (3) psychosocial recovery, where the emphasis is placed on recovery of self-determination in lifestyle and choice. In line with Pilgrim's (2008) definition, symptom reduction is fundamental to both the recovery from illness and impairment approaches. On the other hand, psychosocial factors, such as the individual impact of social exclusion and stigma, are fundamental *Correspondence should be addressed to Sandra Bucci, School of Psychological Sciences, The University of Manchester, 2nd Floor, Zochonis Building, Brunswick Street, Manchester M13 9PL, UK (email: sandra.bucci@manchester.ac.uk).
features of the psychosocial approach to recovery. Within the context of psychosis, recovery has traditionally been viewed in terms of the biomedical approach, which has perhaps contributed to the often pessimistic prognosis receiving a psychosis-related diagnosis has traditionally been associated with. However, Anthony (1993) highlighted the need for mental health services to be more psychosocially recovery-oriented and conceptualized recovery as a psychosocial process that involves personal recovery from the negative effects of stigma, unemployment, the iatrogenic effects of treatment settings, and limited opportunities for self-determination. Bellack (2006) further argued that while it may be acceptable to define recovery from physical illness using the biomedical approach, this may not be helpful for psychiatric problems such as psychotic disorders, which has an impact on personal dimensions beyond psychiatric symptoms, such as loss of self-esteem and social isolation. More importantly, the meaning of recovery from a patient perspective does not always focus on symptom remission. Studies of patient views of recovery suggest that factors including empowerment, hope, a meaningful life, rebuilding the self and rebuilding life, and instilling hope for a better future may be equally, if not more, important than symptom remission (Andresen, Oades, & Caputi, 2003; Chadwick, 1997; Jarosinski, 2013; Pitt, Kilbride, Nothard, Welford, & Morrison, 2007; Resnick & Rosenheck, 2008) . Indeed, some researchers have suggested that the psychosocial model of recovery is a fluid process and one that is influenced by a number of factors. In a European survey, almost half (41.7%) of respondents with a diagnosis of schizophrenia or other psychotic disorder reported moderate to high levels of self-stigma and 69.4% of respondents reported moderate or high levels of perceived discrimination (Brohan, Elgie, Sartorius, & Thornicroft, 2010) . Factors such as these, and disempowerment, have been found to be barriers to recovery (Brohan et al., 2010) . One major factor that contributes to stigma is the sense of hopelessness and poor prognosis attached to receiving a diagnosis of schizophrenia (Liberman & Kopelowicz, 2014) .
Approaches to recovery remain an evolving concept, and conceptualizations of recovery have increasingly shifted away from a biomedical-focused approach with emphasis in more recent years on changes in attitude, feelings, goals, skills, roles, values, and developing ways of living a satisfying hopeful and fulfilling life. Recovery definitions broadly fall into two categories that are viewed as complementary rather than being incompatible (Roe, Maschiach-Eizenberg, & Lysaker, 2011) . These categories have been termed objective versus subjective (Lysaker, Buck, Hammoud, Taylor, & Roe, 2006) and clinical versus personal (Slade, 2009 ). Lysaker, Roe, and Buck (2010) proposed that recovery is comprised of one objective domain consisting of symptom remission and two subjective domains: satisfaction with individual circumstances, and how the person with a diagnosis of schizophrenia thinks about themselves as people in the world, including issues around self-sigma. Slade's (2009) description of recovery refers to recovery as an ongoing process of change in one's sense of self and identity, as well as developing socially valued roles (Roe et al., 2011) . Buck et al. (2013) have proposed four related but independent challenges associated with recovery: (1) loss of identity, (2) loss of former ways of making meaning of the world, (3) awareness of concrete life losses, and (4) acceptance of self as an ordinary, but person of agency. Kukla, Lysaker, and Roe (2014) investigated the relationship between subjective recovery, quality of life, and the forming and sustaining of social connections. They found that the greater the self-perception of recovery, the stronger the quality of life and the cognitive and affective bases for socialization and community involvement. Furthermore, the Substance Abuse and Mental Health Services Administration (SAMHSA, 2005) has developed a working definition and set of principles for recovery from both mental health and substance abuse problems based on the views of service users and other stakeholders of service provision. This definition and set of principles state that recovery is a process of change whereby individuals 'improve their health and wellness, live a self-directed life, and strive to reach their full potential (p. 3)'. SAMHSA delineated four major supportive dimensions of recovery (health, purpose, home, and community) and described 10 guiding principles of recovery, including hope, person-centeredness, strengths, respect, and social dimensions of recovery.
Despite developments in our understanding of patients' views of recovery, mental health services remain largely set up to improve patient outcomes through symptom alleviation. Incorporating a recovery-focused approach into routine mental health services largely depends on front-line clinicians implementing recovery-focused approaches to health care delivery. Negative attitudes held by mental health professionals towards patients with experience of psychosis in particular (Dickerson, Tenhula, & Green-Paden, 2005) have been reported as stigmatizing, discriminatory, and impede recovery (Corry, 2008; Holmqvist, 2000) . This is concerning, because mental health services are often the main source of care accessed by patients with complex needs (McCrone, Craig, Power, & Garety, 2010) . Repper and Perkins (2003) suggest that professionals who cannot foster hope in recovery, and have low expectations of patients, function as barriers to the recovery process itself. In contrast, a positive, therapeutic relationship between staff and patients has been linked to good outcomes (Martin, Garske, & Davis, 2000) . As such, it is important to have a thorough understanding of staff views about psychosocial aspects of recovery in psychosis.
The current study aims to (1) provide a synthesis of studies that reported data regards staff views about psychosocial aspects of recovery in psychosis and to (2) examine the extent to which psychosocial aspects of recovery in psychosis are endorsed. We acknowledge that there has been, and continues to be, much debate and discussion about how to best characterize recovery (Davidson, 2011) , as the way in which recovery is examined by researchers is varied, depending on the perspective adopted by research groups. To ensure we could consistently synthesize the literature regards staff views on recovery, we therefore operationalized our use of the term recovery according to Anthony's (1993) conceptualization of recovery. This definition is not only a commonly used and clearly defined recovery definition, but it also underpins many national and international policy guidelines. Furthermore, as recovery has been investigated for many decades, albeit in different ways, Anthony's definition is consistently used over time in the literature.
Method
Search strategy This review was conducted in line with the PRISMA (2009) statement. A search was carried out in December 2015 using the electronic databases PsycInfo, EMBASE, MEDLINE, and CINAHL. The search terms were used with the Boolean operators 'AND' and 'OR' with an asterisk for related terms in some instances. The search terms used were as follows: 'staff' OR 'practitioner*' OR 'therapist*' OR 'psychologist*' OR 'CMHT*' OR 'Doctor*', OR 'psychiatrist*' OR 'nurse*' OR 'social worker*' OR 'referrer*' OR 'multidisciplinary team' OR 'MDT*' Or 'care coordinator* OR 'key worker' OR 'mental health Team*' OR 'mental health staff' OR 'mental health worker*' OR 'health care staff' OR 'health care personnel'. Terms used to identify views were as follows: 'view*' OR 'opinion*' OR 'belief*' OR 'attitude*' AND 'recover*' OR 'rehab*. Terms used to identify psychotic disorders were as follows: 'psycho*' OR 'schizo*' OR 'bipolar' OR 'hallucin*' OR 'Voice*'OR 'Delusion*'. Terms were entered for searching in the title, abstracts, contents, and key concepts, with limits of 'All journals' and 'English Language'. Figure 1 shows the flow of studies through the different phases of the systematic search. The database searches produced 7,490 published articles. Duplicate articles were removed which resulted in 6,183 articles remaining. A further 42 remaining articles were identified for potential inclusion through the references list of relevant journal articles. In all, 521 article abstracts were screened, of which 38 were retrieved for full-text examination. Fifteen articles met the full inclusion criteria. All searches revealed that no similar systematic review had previously been published. Inclusion and exclusion criteria Studies were included if they met each of the following criteria: (1) published in the English Language, (2) examined Anthony's (1993) conceptualization of recovery, and (3) reported data in the paper regards staff views about recovery in the context of psychosis.
Where studies investigated the views of students, trainee psychiatrist samples were retained as they are typically on a rotation for 6-12 months within a service, but studies focusing on medical students were excluded due to the high turnover of medical students working in services. Relevant papers in the reference lists of papers from the initial search were obtained and incorporated if they met the inclusion criteria, and authors were also contacted regarding further publications. The research team made decisions about whether articles met inclusion criteria. Of the 38 full-text articles assessed for eligibility, nine articles required discussion amongst the authors as to whether the inclusion criteria were met. Five of these nine articles discussed met the inclusion criteria, three articles were excluded as they did not examine recovery in the context of psychosis, and one article was excluded for not meeting Anthony's (1993) definition of recovery. Articles were only included if all authors were in agreement. The current study included both qualitative and quantitative study designs to ensure as broad a range of views as possible were captured.
Quality assessment
The methodological quality of the studies was assessed to identify strengths and weaknesses in order to guide interpretation of results. Global quality ratings are provided in Table 1 . The Mixed Methods Appraisal Tool (MMAT, Pluye et al., 2011) was used for quality assessment as it is specifically designed to allow for the parallel assessment of qualitative and quantitative studies in systematic reviews and has been shown to have high validity and reliability (Pace et al., 2012) . Quantitative studies were assessed according to four domains: sampling strategy used, sample representation, appropriate measurement and acceptable response rates for the chosen research tool (i.e., questionnaire). For qualitative studies, articles were assessed according to relevance of data source (i.e., archives, interviews), appropriateness of analytical process (i.e., suitable information about data collection and analysis method provided), if proper consideration is given to how findings relate to the context (i.e., setting), and if appropriate attention is given to how findings may be affected by the researcher's influence (i.e., interaction with participants). Studies were given an overall quality score for how many domains were met and were scored using the following star ratings: four* = 100%, three* = 75%, two* = 50%, one* = 25%, and no stars X = 0% (Pace et al., 2012) . The studies were quality-assessed by the first author, and a proportion of these (20% of the total yielded) were rated by a colleague independent to the study to ensure inter-rater reliability, with perfect levels of agreement between raters.
Results
Overview of studies Table 1 provides an overview of studies reviewed and their overall quality assessment rating. The studies were conducted across a number of countries: UK (N = 3), Italy (N = 2), Australia (N = 2), and one study each from Thailand, Hong Kong, Sweden, Canada, Germany, Denmark, Norway. One further study sampled participants from both China and India. There were eight qualitative studies and seven quantitative studies. Sample sizes within the qualitative studies ranged from 10 to 24 participants, with between 7 and 548 participants for quantitative studies. One study reported that they carried out repeated interviews with small groups of staff, with a total of 50 interviews. However, the authors do not report the total number of participants and the number of staff from each professional group (Forchuk, Jewell, Tweedell, & Steinnagel, 2003) . Studies investigated views from a range of mental health professionals. Three studies specifically focused on nurse attitudes and two focused on psychiatrists' attitudes. Nine studies included a mixed sampling of staff groups, including psychiatrists, nurses, clinical psychologists, occupational therapists, and social workers. One mixed sample study also included the views of auxiliary staff and another included 'lodging home operators' (Forchuk et al., 2003) , but the majority in both samples were mental health care professionals. One study examined a group of generic doctors, but their medical speciality was unclear (Vendsborg et al., 2013) . Another study reported recruiting staff from an early intervention service. However, the authors did not report which professional disciplines were included in their sample (Morton, Fairhurst, & Ryan, 2010) .
Summary of studies
General views and attitudes about recovery in psychosis Eight studies investigated general views and attitudes towards recovery in psychosis in terms of meaning, stigmatizing attitudes, prognosis, and long-term outcomes. Ng et al. (2008) examined the meaning of recovery from the perspective of trainee psychiatrists in Hong Kong. Two focus groups were conducted: the first consisted of six junior trainee psychiatrists with 1-2 years clinical experience and the second with six trainee psychiatrists with between 5 and 6 years clinical experience. The categories that emerged from the content analysis included the possibility of full recovery, indefinite use of antipsychotics, recovery in the presence of symptoms, and risk to selves or others. The researchers concluded that overall, the trainee psychiatrists in both samples expressed paternalistic and pessimistic views about their expectations for recovery in schizophrenia, and that these views became more risk averse and relapse-focused with experience. This suggested that this sample of psychiatrists tended to hold biomedical views of recovery that were symptom-focused. Given that the sample consisted of trainee psychiatrists, findings may not be generalizable to the broader psychiatry profession and views may change during the transition from trainee to consultant psychiatrist. Meddings and Perkins (2002) investigated the meaning and outcomes associated with recovery from the perspective of 10 staff from a community outreach team. Semistructured interviews were carried out with a cross section of professionals from multidisciplinary teams. Content analysis revealed that staff have complex, multidimensional views about the meaning of recovery, which included improvement in mental state, well-being, relationships, empowerment, self-worth, greater engagement in work and activities, being able to cope with everyday life, having access to help and support, improved material well-being and improved physical health. While the aim of this study was to explore staff views about the meaning of recovery, the context within which data were collected was not reported (e.g., nature of questions asked, interview length, and location). Thus, it is difficult to assess the level of bias within data interpretation. Bridges et al. (2011) investigated the degree of agreement between psychiatrists and patients' appraisals of psychosis-related treatment goals. A Likert scale was used to rank treatment goals on five domains: self-efficacy, social contacts, clear thinking, mood, and psychosis. There was an overall significant moderate positive correlation between patients' and psychiatrists' ordering of treatment goals in rating (q = .63; p = .002) and ranking (q = .51; p = .02). However, psychiatrists rated symptomatic and behavioural outcomes highest, such as reduced symptoms, mistrust or hostility, whereas patients placed more emphasis on functioning and living a 'normal life'. The results suggest that psychiatrists in this sample emphasized a biomedical approach to recovery, compared to psychosocial recovery goals prioritized by the patient sample. There are some important limitations to the generalizability of the findings, as the sample consisted of stable outpatients, the goals of whom may differ to those of acute inpatients. Furthermore, psychiatrists were involved in recruiting patients for participation, which may have resulted in recruitment biases.
An investigation by Vendsborg et al. (2013) utilized questionnaires to examine stigmatizing attitudes towards patients with schizophrenia in a mixed psychiatric staff sample (N = 548) from two psychiatric hospitals. The researchers found that all staff groups tended to believe in the possibility of recovery, with a small proportion associating schizophrenia with dangerousness. All staff groups endorsed a biopsychosocial explanation for schizophrenia, but placed more emphasis on biological over psychosocial causes. There are some difficulties with interpreting the findings from this study. First, the basis for inclusion in the study and how participants were recruited is unclear. Furthermore, although the study aimed to assess the views of psychiatric staff about schizophrenia, 14% of the sample consisted of administrative staff, and nearly 24% of respondents did not work directly with patients with schizophrenia. Also, it was reported that focus groups were held with respondents in order to gather feedback about the results of the survey. However, results from this focus group were not reported in any detail and are only mentioned briefly in the conclusion to support suggestions from the discussion. Therefore, any feedback that may have been of value to the reader was unavailable for scrutiny. Finally, there was a general lack of reflexivity in the report, such as how the findings related to the context of a community outreach team setting and how the researcher may have influenced findings. As such, this study received a low-quality assessment score.
Magliano and colleagues carried out two studies. The first study ) investigated beliefs about schizophrenia among nurses (N = 190), psychiatrists (N = 110), and patients' relatives (N = 709). The second study investigated views of psychiatrists (25%), nurses (43%) and other mental health professionals (32%; N = 465). Relatives were asked to complete a questionnaire in reference to disorders experienced by their relative with schizophrenia, and professionals in reference to a vignette that described a patient who met diagnostic criteria for schizophrenia. The study showed that psychiatrists and nurses attributed heredity (75% and 74%), stress (66% and 53%), and family conflicts (46% and 48%) as causal explanations of schizophrenia, and their views about patients' ability to work were similar to their views about people's general ability to work. Nurses and relatives similarly agreed that patients had equal political rights to others, but regarded patients as 'unpredictable'. In the study, the majority (87%) of professionals 'partly' believed that people can recover from schizophrenia, 72% of professionals thought that it was 'partly true' that pharmacological treatment was a useful for schizophrenia, while 56% of professionals recorded 'partly true' that nonpharmaceutical treatments were a useful treatment. This study suggests that staff only partially believe that recovery is possible, with most staff holding the view that biopsychosocial factors are important in the development of schizophrenia, endorsing an emphasis on pharmacological, over non-pharmacological, treatments. The mixed-staff sample in the study consisted of a majority of mental health nurses and psychiatrists; therefore, general conclusions about multidisciplinary staff views were made that may not represent the views of other members of the multidisciplinary team.
Studies by Caldwell and Jorm (2001) and Hugo (2001) assessed staff beliefs about prognosis and likelihood of recovery in schizophrenia by asking participants to record their responses to vignettes describing a person with either schizophrenia or depression in a self-completion survey. Both studies sampled the views of mental health professionals (N = 1,508 in Caldwell & Jorm, 2001; and N = 266 in Hugo, 2001 ). This included mental health nurses (22% and 58% respectively), psychologists (14% Caldwell & Jorm, 2001; unspecified in Hugo, 2001 ), psychiatrists (35% Caldwell & Jorm, 2001 unspecified in Hugo, 2001) , and occupational therapists (in Caldwell & Jorm, 2001 only) . Views of the general public were also collected from a national household survey of adults in Australia. The professional groups expressed less optimism about prognosis and long-term outcomes for both the depression and schizophrenia vignettes, compared with the views of the general public. All staff groups believed there would be considerable discrimination for people in both the schizophrenia and depression vignettes, but more so for patients with a diagnosis of schizophrenia. Medical staff tended to be less optimistic, and mental health nurses more optimistic about outcomes for the schizophrenia vignette when compared with other professional groups. However, compared with the public, all staff groups were significantly more pessimistic and believed in a greater likelihood of negative outcomes for the schizophrenia vignette. As such, pessimistic staff views of recovery were inconsistent with the psychosocial recovery model. Survey response rates were unclear, which compromises judgement about the representativeness of findings.
The remaining studies are reviewed under the following three headings due to the similarity of recovery themes investigated: (1) staff views on recovery processes, (2) staff views about recovery interventions or services, and (3) cultural perspectives about staff views about recovery in psychosis.
Staff views on recovery processes in psychosis. Three studies investigated staff experiences of caring for people with psychotic disorders to assess their views about the process of recovery. Engqvist, Nilsson, Nilsson, and Sj€ ostr€ om (2007) conducted qualitative interviews with 10 staff nurses who cared for women with postpartum psychosis (PPP) within psychiatric departments at three hospitals. Semi-structured interviews were carried out to explore the nurses' strategies, experience and understanding of caring for patients with PPP. Two key themes emerged from the analysis. The first theme, to create a patient-nurse relationship, included subthemes such as being continually present, forming a partnership, and connecting patients to the care team. The second theme was to apply nursing therapeutic interventions and included subthemes around caring for basic needs, providing security, giving hope, reconnecting to reality, and psychoeducation for the patient and their relatives. Participants described their caring role in the recovery process as dynamic and responsive to patient' changing needs at different stages in recovery. In particular, participants said that the more the patient advances in their recovery, the less the emphasis there was on meeting basic needs such as personal care. In the latter stages of hospital stay, the emphasis was on supporting the patient and their relative to build supportive links. Fostering hope was described as a constant theme of care throughout recovery. Forchuk et al. (2003) examined the subjective experiences of clinical staff relating to how their role changed during the process of recovery following the start of medical treatment within a tertiary-care psychiatric hospital and a general hospital. Participants were interviewed at 3-month intervals during a 12-month period and consisted of multidisciplinary staff working with 10 patients starting clozapine and risperidone treatment. Participants reported the necessity of shifting their roles in synchrony with the needs of clients as they moved through the recovery process. Staff described care needs in the early stages as primarily psychoeducation, support, and symptom-management, through to teacher, resource person, and counsellor as the patients' concentration and focus on rehabilitative skills increased. Within the latter stages of recovery, goals around community re-integration and more personalized goals were the focus of treatment. Although the authors' reported the sample consisted of multidisciplinary staff, the total number of participants was unreported and the number of staff from each discipline was not reported. Thus, it is unclear how representative multidisciplinary staff views were.
TorgalsbØen (2001) qualitatively investigated factors that contributed to recovery in schizophrenia by examining the views of staff and patient participants. As these samples were investigated separately and were not compared, only staff data (N = 12) were considered in this review. The staff sample consisted of six psychologists, four psychiatrists, and two social workers. Staff members were interviewed about their care for the patient sample that had previously been hospitalized for schizophrenia, but were 'recovered' at the time of the investigation. In semi-structured interviews, staff members' opinions about the most important elements of treatment were examined. Staff highlighted the importance of forging a working alliance, fostering hope, developing the therapeutic relationship, and adopting genuine humanistic attitudes. As such, staff in this study held psychosocial views about recovery interventions for schizophrenia.
Staff views about recovery treatments and services for psychosis. Two studies examined staff views about recovery services and treatments for psychosis. Prytys, Garety, Jolley, Onwumere, and Craig (2011) investigated staff attitudes about implementing Cognitive Behaviour Therapy (CBT) and family interventions (FI). Semi-structured interviews were carried out with 20 care-coordinators consisting of nurses (55%), social workers (30%), and occupational therapists (15%). Views were elicited regarding attitudes to course of illness, functioning, well-being and recovery from psychosis. Resource problems such as large workloads, time, and the requirement of specialist staff were viewed as significant barriers to implementing CBT and FI. Although there was some optimism regarding the possibility of positive social and occupational outcomes for people diagnosed with schizophrenia, pessimistic views were evident with a focus on symptom persistence and poor functioning. Emphasis on the role of medication for treating psychotic symptoms was evident, with psychological therapies seen as an adjunctive treatment. The authors suggested that negative attitudes towards patients' potential for psychosocial recovery, in addition to preferences among staff for biomedical approaches, were barriers to collaborative relationships between staff and patients and prevented referral to psychological intervention. Morton et al. (2010) used questionnaires to investigate staff (N = 7) and patient (N = 28) views about an early intervention service for psychosis. Overall, staff and patients strongly agreed that the service promoted resilience and recovery (r = .83, n = 12, p ≤ .01) on items such as satisfaction, promoting change, providing choice and opportunities, and promoting feelings of value and respect. However, staff views significantly differed from patient views on ratings about resources such as staffing levels and skills mix, whereby staff appeared to hold positive views about the psychosocial recovery approaches they delivered within the early intervention psychosis service. Eligible patient participants were identified by care coordinators, which may have biased results in favour of participants who were more engaged with services, and skewed towards positive views. Furthermore, low staff numbers in particular limits the generalizability of findings to similar services.
Cultural perspective of staff views about recovery in psychosis. Two studies investigated cultural perspectives about staff views of psychosocial aspects of recovery in psychosis. First, Kaewprom, Curtis, and Deane (2011) explored the perspectives of 24 nurses in two general and one psychiatric hospital in Thailand. Semi-structured interviews were conducted with participants about their views of recovery in schizophrenia, and data were analysed using thematic analysis. A supportive environment and access to mental health services were identified as environmental factors that facilitated recovery, whereas stigma and fragmented mental health services were reported as barriers. Hope, illness acceptance and treatment adherence were identified as personal factors that were facilitative to recovery, while low self-responsibility and factors related to illness were identified as personal barriers. This suggests that staff in this study held predominantly biomedical approaches to recovery in psychosis. The authors further suggested that health care providers in Thailand regarded mental health services with lower priority than physical health care. Limitations in recruitment to two general hospitals and one psychiatric hospital suggest results cannot be generalized to specialist psychiatric hospitals, where staff culture and resources may differ.
Second, Higgins, Dey-Ghatak, and Davey (2007) carried out qualitative, open-ended discussions with 20 mental health nurses in China and India to investigate cultural and social issues surrounding social rehabilitation in schizophrenia. The main models of therapy delivered by mental health nurses were CBT, psychosocial interventions, and vocational training. Results showed a strong cultural and social influence on the rehabilitation process in both countries, reflecting a prominent family involvement. Stigma and gender inequality were particularly problematic in this group. Participants in both countries highlighted a dearth in resources as a significant issue in the delivery of social rehabilitative programmes and that more government investment was needed. However, the Chinese sample was more hopeful about future government support. This suggests that staff in China and India utilize a combination of approaches that are consistent with biopsychosocial approaches, but resourcing problems and social stigma appear to be significant barriers to treatment access and implementation. Findings from this study may not be generalizable to other institutional settings or geographical locations, or generalizable to a wider population given the relatively small sample sizes.
Discussion
This review provided a synthesis of the research that reported data regards staff views about psychosocial recovery in psychosis. It also examined the extent to which psychosocial aspects of recovery were endorsed, and provided a critical appraisal of the available literature. Overall, studies varied in their findings about staff views about recovery in psychosis. When studies investigated general attitudes and views of staff, approaches to recovery tended to be biomedically oriented, with pessimistic views about patient outcomes more common. When staff views about recovery processes were investigated within the context of psychiatric hospital admission, a dynamic picture of recovery was described, whereby views transitioned from a biomedical focus in the beginning stages, through to a rehabilitative focus in the middle stages, and towards psychosocially oriented in the latter stages of hospital stay as patients approached discharge, which is not all together surprising given that psychiatrists primary duty is arguably to prescribe medications. When investigating views about recovery services and interventions, staff views varied from pessimism over patient outcomes in psychosocial interventions, to positive views about psychosocial oriented values within services. There were many contextual factors to consider when reviewing the studies included in this review, including setting in which the study was conducted, type of service provider, publication year, and type of service provided to name a few. These factors were important to consider given that conceptualizations of recovery have changed over time. However, irrespective of contextual factors, views regards recovery remained largely consistent across setting, discipline and time.
It is important to note that one study that investigated views of recovery from PPP appeared to tap into the complex nature of recovery more so than data regards staff views of recovery in other psychosis samples examined. Themes around facilitating staffpatient relationship, connecting with patients and providing security and hope (psychosocially endorsed model of health care), were more clearly described and explored in this study compare with other studies reviewed. This may reflect the fact that people diagnosed with PPP are a somewhat different group to those diagnosed with schizophrenia-spectrum disorders; women with PPP nearly always recover from psychotic experiences, and the potential for psychotic experiences to evolve to chronicity is less frequent. As such, staff appeared more open and responsive to supporting women through their psychotic experiences and more likely to hold a dynamic view of recovery that fostered hope as compare to other patient groups reviewed. As the papers reviewed here were from 10 different countries, cultural differences in attitudes were evident in some cases. For example, studies that investigated cultural differences in psychosocial approaches to recovery found a biomedical focus in psychiatric care in Thailand, and a dearth in resources that prioritized physical health, over mental health care. China and India were found to have strong cultural and social influences of family involvement, an approach to psychosis that was biopsychosocially oriented, with reports of resource problems and social stigma cited as common barriers to treatment access. However, cultural differences were not identified as potential factors affecting attitudes in the majority of studies. While in some regard in might be overly simplistic to categorize studies into whether they endorsed a biomedical or psychosocial approach to recovery, our finding is consistent with literature suggesting that recovery in psychosis is complex and dynamic; recovery can occur in stage processes (Andresen et al., 2003) and requires adaptive support from services (Australian Health Ministers' Advisory Council, 2013).
The current study highlighted problems with the design and reporting of the majority of the reviewed studies. Overall, study quality ranged from 25% to 100% for both qualitative and quantitative studies. For qualitative studies, a common methodological issue highlighted was that reflexivity in the studies was not adequately detailed. There was limited acknowledgement regarding the influence of the dynamic interplay between the researcher and participants and the way in which the researchers' might unintentionally influence the process of data analysis and interpretation (Watt, 2007) . Regarding quantitative studies, a common methodological issue highlighted was that studies failed to report response rates to questionnaires and surveys, which made it difficult to judge the representativeness of study findings.
Limitations
Two of the biggest challenges of this review were firstly deciding on a criteria for whether a study was investigating psychosocial recovery, and secondly, whether studies were investigating staff views. This is because both the concept of 'recovery' and people's 'views' cover a large array of variables. For example, the introduction demonstrated that recovery covered ideas around hope, respect, agency, and so on, but recovery also covers a range of variables including attitudes, ideas, opinions, to name a few. The authors attempted to resolve the first issue by operationalizing the definition of recovery used to include studies that drew on Anthony's (1993) recovery definition for the reasons outlined in the Introduction. However, in doing this, a limitation of this review was the degree of subjectivity required by the authors in assessing whether studies met the criteria for meeting Anthony's (1993) psychosocial approach to recovery, as many studies in the screening stages failed to recognize the different approaches to recovery and thus did not clarify which recovery approach was under investigation. Also, data in the current study were not co-extracted, resulting in a further element of subjectivity in determining whether articles met the inclusion criteria. Furthermore, the psychosocial model of recovery is a fluid concept that is closely connected with issues of stigma, discrimination (Brohan et al., 2010) and empowerment (Liberman & Kopelowicz, 2014) . As such, the authors' judgments about excluding studies based on the extent to which views of stigma were investigated, as opposed to recovery, may have led to the exclusion of studies that would otherwise have been included in this study. Although decisions about whether or not studies met the inclusion criteria for the review were jointly made by the research team in an attempt to minimize bias, the research team's collective decisions were still subjective. This may have resulted in some studies being overlooked when judged against the review criteria. Only articles published in the English language were included in the review; we may have missed important papers that explored staff views of recovery published in other languages. Finally, of the articles reviewed, five of the included studies were older than 10 years; views relating to recovery from psychosis are continuously evolving and will indeed change as services continue to include recovery-oriented principles and values into services. Future reviews should aim to include the range of conceptualizations of recovery.
Clinical implications
People with psychosis appear to place more importance on psychosocial models of recovery (Andresen et al., 2003) . Despite a large body of literature suggesting services and staff should adopt psychosocial recovery approaches, and in the light of the fact that such approaches have been adopted by many mental health policy documents, the studies in this review showed a relatively inconsistent picture. Although there was some evidence of staff members endorsing psychosocial views about recovery in psychosis, the majority of studies suggested staff subscribed to biomedical recovery models, with more emphasis on pharmacological, over psychosocial, interventions. Davidson, O'Connell, Tondora, Styron, and Kangas (2006) have argued that psychosocial recovery is a process that patients engage in to form a way to live with mental health difficulties; it is neither something providers can do to, nor for, patients. They further suggest that psychosocial recovery is something that cannot be encouraged separate to, or upon completion of, treatment. Indeed, the adoption of recovery-oriented services cannot necessarily be regarded as an adjunct to existing treatments or services (Davidson et al., 2006) . There is some evidence that staff views about psychosocial recovery can improve with training (Crowe, Deane, Oades, Caputi, & Morland, 2006; Meehan & Glover, 2009) , and some have argued that recovery principles should be subsumed within the very process of clinical supervision itself in order for professionals to fully internalize the recovery approach in practice Yerushalmi & Lysaker, 2014) . Indeed, many of the studies reviewed in the current study were published in the early 2000s. Significant advances in transforming services to value and embed recoveryoriented models of health care delivery into routine clinical practice have been made since this time. However, more work is needed to embed these principles and a recovery ethos into routine service delivery. Furthermore, there are an increasing number of service development tools and initiatives to promote the recovery orientation of services (Law, Morrison, Byrne, & Hodson, 2012; Smith-Merry, Freeman, & Sturdy, 2010) . In particular, the Scottish Recovery Indicator (SRI-2) has been shown to improve the recovery orientation of staff by measuring the extent to which recovery-oriented services are being delivered by collecting data from staff, patients and carers, and providing a framework for devising action and development plans to improve the recovery orientation of services (Network Scottish Recovery, 2010) . Therefore, training initiatives and recovery development frameworks provided by tools such as the SRI-2 may be a useful consideration for services that aim to increase the recovery orientation of staff towards psychosocial recovery models. Importantly, several provides in this review were in inpatient settings. If we are to embed recovery principles into routine clinical settings, including inpatient settings, and adhere to national and international guidance and adhere to mental health policy, then the inpatient setting is an opportune time to introduce recovery concepts. The recovery journey starts from the beginning a service user experiences mental health problems. The fact that inpatient settings and clinicians from various background hold biomedical views about recovery, as evidenced in this review, despite service user advocates campaigning for a recovery-oriented approach to mental health care throughout all phases of one's 'illness', is an important observation suggesting that more work is needed in implementing guidance regards recoveryoriented approaches to health care delivery.
This review has shown that there is a fundamental lack of studies that systematically investigate staff views about psychosocial aspects of recovery in psychosis, and it is often unclear which model of recovery is being examined in studies. Our findings show that biomedical views about recovery prevail amongst mental health staff. Psychosocial recovery has previously been regarded as a complex, multifaceted concept that is difficult to implement or measure. Future research would benefit from researchers being more explicit as to which model of recovery is being investigated. Furthermore, where existing studies have investigated the views of single professional groups about recovery in psychosis, they have tended to focus on the views of psychiatrists and nurses. Where other mental health staff were analysed, this was within a mixed sample of different professionals and allied health staff. Considering that most secondary and other specialist services are comprised of multidisciplinary teams consisting of a larger range of professions, future research may consider investigating the views of various staffing groups in order to examine different perspectives about psychosocial recovery across multidisciplinary settings.
